Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Michelle Cacayorin Adult Residential Care
Home

CHAPTER 100.1

Address:
94-109 Palai Place, Waipahu, Hawaii 96797

Inspection Date: August 3, 2020 Annual

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT
RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.

08/16/16, Rev 09/09/16, 03/06/18, 04/16/18




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1
(b)
All individuals who either reside or provide care or services :
to residents in the Type I ARCH shall have documented DID YOU CORRECT THE DEFICIENCY?
evidence of an initial and annual tuberculosis clearance.
USE THIS SPACE TO TELL US HOW YOU

FINDINGS CORRECTED THE DEFICIENCY 8 \ |4 2020
Household member #1 - No TB clearance. There was

screening for symptoms of pulmonary TB; however, there
was 1o history of positive TB skin test. Submit a copy of
the TB clearance with the plan of correction (POC).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART2
(b)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS

Household member #1 - No TB clearance. There was
screening for symptoms of pulmonary TB; however, there
was no history of positive TB skin test. Submit a copy of
the TB clearance with the plan of correction (POC).

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (a)

The Type I ARCH shall provide each resident with an
appetizing, nourishing, well-balanced diet that meets the
daily nutritional needs and diet order prescribed by state and
national dietary guidelines. To promote a social
environment, residents, primary care givers and the primary
care giver’s family members residing in the Type I ARCH
shall be encouraged to sit together at meal times. The same
quality of foods provided to the primary care givers and
their family members shall be made available to the
residents unless contraindicated by the resident’s physician
or APRN, resident’s preference or resident’s family.

FINDINGS
Resident #1 - Lunch, chicken papaya with long rice and rice,
was blended together in a bowl.

PART 1

Correcting the deficiency
after-the-fact is not

practical/appropriate. For
this deficiency, only a future

plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-13 Nutrition. (a) PART 2
The Type I ARCH shall provide each resident with an
appetizing, nourishing, well-balanced diet that meets the \
daily nutritional needs and diet order prescribed by state and FUTURE PLAN Q [ 7 e@OM\V

national dietary guidelines. To promote a social
environment, residents, primary care givers and the primary
care giver’s family members residing in the Type I ARCH
shall be encouraged to sit together at meal times. The same
quality of foods provided to the primary care givers and
their family members shall be made available to the
residents unless contraindicated by the resident’s physician
or APRN, resident’s preference or resident’s family.

FINDINGS
Resident #1 - Lunch, chicken papaya with long rice and rice,
was blended together in a bowl.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (b)

Menus shall be written at least one week in advance, revised
periodically, dated, and followed. If cycle menus are used,
there shall be a minimum of four weekly menus.

FINDINGS
Lunch menu was not followed. There was no substitution
list.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-13 Nutrition. (b) PART 2
Menus shall be written at least one week in advance, revised
periodically, dated, and followed. If cycle menus are used,
there shall be a minimum of four weekly menus. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE D\r %
Lunch menu was not followed. There was no substitution PLAN: WHAT WILL YOU DO TO ENSURE THAT Q T
list. IT DOESN'T HAPPEN AGAIN? 2030
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (i)

Each resident shall have a documented diet order on
admission and readmission to the Type 1 ARCH and shall
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS
Resident #1 - No annual diet order.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-100.1-13 Nutrition. (i) PART 2
Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall FUTURE PLAN

have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS

Resident #1 - No annual diet order.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

T will wpdate anmual Aief
grder .
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-13 Nutrition. (i)

Each resident shall have a documented diet order on
admission and readmission to the Type I ARCH and shall
have the documented diet annually signed by the resident’s
physician or APRN. Verbal orders for diets shall be
recorded on the physician order sheet and written
confirmation by the attending physician or APRN shall be
obtained during the next office visit.

FINDINGS
Resident #1 - No annual diet order.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
<] | §11-100.1-13 Nutrition. (1) PART 1
Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs '
licensed to provide special diets may admit residents DID YOU CORRECT THE DEFICIENCY? g ’ \A\\
requiring such diets. 80 20

FINDINGS
Resident #1 - No physician order for pureed consistency
diet.

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Yeg, E.G&Q,S order QDE\
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

X

§11-100.1-13 Nutrition. ()

Special diets shall be provided for residents only as ordered
by their physician or APRN. Only those Type I ARCHs
licensed to provide special diets may admit residents
requiring such diets.

FINDINGS
Resident #1 - No physician order for pureed consistency
diet.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

T will cafl he s@ﬁ.%iw. rce
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (m)

All medications and supplements, such as vitamins,
minerals, and formulas, when taken by the resident, shall be
recorded on the resident's medication record, with date,
time, name of drug, and dosage initialed by the care giver.

FINDINGS
Resident #1 - "Ensure one can po once daily" ordered
12/6/19; however, there was no documentation that the

nutritional supplement is made available/taken by the
resident.

Resident #1 - The Aungust 2020 medication record noted
"MOM" initialed as taken on 8/1/20, 8/5/20, 8/9/20 and
8/25/20.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Yes, recorded & documented the
Easure 1 can by mouth omce daily gn
medicafion oy Hhe mMom Hhwt
iniRaed o ") | 8fs, ¢la was o
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-15 Medications. (in) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, when taken by the resident, shall be
recorded on the resident's medication record, with date, FUTURE PLAN
time, name of drug, and dosage initialed by the care giver.

USE THIS SPACE TO EXPLAIN YOUR FUTURE ,
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE THAT q \ E\\ 202x
Resident #1 - "Ensure one can po once daily" ordered IT DOESN’T HAPPEN AGAIN?

12/6/19; however, there was no documentation that the
nutritional supplement is made available/taken by the

resident. H _\i: %S\Si Q& a gié
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (h) PART 1
A schedule of activities shall be developed and implemented
by the primary care giver for each resident which includes )
personal services to be provided, activities and any special DID YOU CORRECT THE DEFICIENCY? Q \ 2 \ 20 20
care needs identified. The plan of care shall be reviewed

and updated as needed.

FINDINGS
Resident #1 - No schedule of activities.

USE THIS SPACE TO TELL US HOW YOU

S.‘\?cmr.& located in The 5..%@3&

CORRECTED THE DEFICIENCY

There oas an chedvk of an

hinder- T will ooHfoch a cofy of
He 2chedule o ochivities .
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-16 Personal care services. (h) PART 2
A schedule of activities shall be developed and implemented 4
by the primary care giver for each resident which includes W \ 19 \
personal services to be provided, activities and any special FUTURE PLAN &OQNO

care needs identified. The plan of care shall be reviewed
and updated as needed.

FINDINGS
Resident #1 - No schedule of activities.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

rowill oriedt SC6'S
olpevt  Lhe | Lo of Schegyle
of activities in the recicled

binders -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

<] | §11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1 - Progress notes did not include:
o  Resident's need for and response to pureed

consistency meals. The substitute care giver Gcﬁﬂ@ﬂﬂmsm Hmﬁ@ Q@ﬁﬂm@g ﬂ%

reported that pureed consistency meals were

Mmosmwamm.” provided for the past ten (10) days to ”Hﬂ@ﬁlﬁrﬁlﬁgﬂﬂ m@ =©ﬂ
° Wwwwmom.owm._gm:om to daily "Ensure” nutritional @ﬁ”ﬂﬂﬂﬂ”ﬁ\mﬁﬁﬂccmﬁmﬂw. M,HQH.
this deficiency, only a future

plan is required.
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RULES (CRITERIA)

PLAN OF CORRECTION Completion

Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
Progress notes that shall be written on a monthly basis, or FUTURE PLAN
more often as appropriate, shall include observations of the Q ~& ATy

resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS
Resident #1 - Progress notes did not include:

o  Resident's need for and response to pureed
consistency meals. The substitute care giver
reported that pureed consistency meals were
"sometimes" provided for the past ten (10) days to
two (2) weeks.

e Resident's tolerance to daily "Ensure” nutritional
supplements.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

Resicledt # 1 cafs his pureed Lot
Very well aud Pinish all hix fred.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-21 Residents' and primary care givers' rights and
responsibilities. (a)(1)
Residents' rights and responsibilities:

Written policies regarding the rights and responsibilities of
residents during the stay in the Type 1 ARCH shall be
established and a copy shall be provided to the resident and
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
request. The Type I ARCH policies and procedures shall
provide that each individual admitted shall:

FINDINGS
No policy for surveillance camera use in two (2) bedrooms.

DID YOU CORRECT THE DEFICIENCY?

PART 1

USE THIS SPACE TO TELL US HOW YOU

ELTHIN Fram THE fecapeViS.

CORRECTED THE DEFICIENCY

PoLICY  DrurLor AND codsal]

T

\ \ w\&a 2
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-21 Residents' and primary care givers' rights and
responsibilities. (a)(1)
Residents' rights and responsibilities:

Written policies regarding the rights and responsibilities of
residents during the stay in the Type I ARCH shall be
established and a copy shall be provided to the resident and
the resident’s family, legal guardian, surrogate, sponsoring
agency or representative payee, and to the public upon
request. The Type I ARCH policies and procedures shall
provide that each individual admitted shall:

FINDINGS
No policy for surveillance camera use in two (2) bedrooms.

PART 2

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature:

Print Name: M[CHEULE ) . ChAcryor N

Date: Q\\&\&O QO

Licensee’s/Administrator’s Signature: %; »

I
Print Name: M| CHE 1L \LE R. g\m\mﬁ\ 0K [ N

Date: 4i \ |} \ o, 020
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